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Counseling Clinic in a Small City 
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It is evident that the evolution of psy- 
chiatry will require broader applications of 
the scientific information concerning human 
personality which has been accumulated by 
study and research for the past fifty years. 
The practicing psychiatrist can no longer 
confine his efforts to the relatively small 
number of patients with whom he comes in 
contact in his office and hospital practice if 
he is to fulfill his community responsibility 
and to play his part in the modern social 
application of the scientific truths peculiar 
to his specialty. Among the medical special- 
ties, psychiatry in its preventive aspects must, 
in the near future, assume as great a social 
significance as public health now has; in- 
deed, practitioners of both specialties must 
work in close co-operation if the public 
health, both mental and physical, is to be 
safeguarded. The social and community as- 
pects of psychiatry cannot, however, be left 
only to those employed in the mental hygiene 
movement. The best that these individuals 
and agencies can do, because of their small 
numbers, is merely to scratch the surface 
of pressing social problems; consequently, the 
assistance of practicing psychiatrists is badly 
needed. Menninger! recently has called atten- 
tion to the urgent necessity for more attention 
to the social and prophylactic aspects of 
psychiatry, while Burlingame? has empha- 
sized the importance of broadening the scope 
of the psychiatrist’s outlook and activities. 





*From Section on Psychiatry, Department of 
Neurology and Psychiatry, Mayo Clinic. 


In the past, well-organized applications 
of psychiatric knowledge and experience, 
through child guidance clinics, psychiatric 
outpatient clinics and mental hygiene move- 
ments, have been confined for the most part 
to large cities. No attempt is made herein to 
refer to the large body of literature relating 
to these subjects. The great value of this work 
is self-evident. However, it is unfortunately 
a matter of common experience that in any 
community, for economic reasons and because 
the small number of psychiatrists can come 
in contact with only small numbers of pa- 
tients in the usual type of psychiatric prac- 
tice, the benefit of psychiatric consultation 
is a privilege accorded to a comparatively 
small percentage of the population. Even in 
large communities, much remains to be done 
in the matter of the application of psychiatric 
knowledge to such fields as child care and 
training, the problems encountered in schools, 
the proper handling of so-called juvenile 
delinquents and adult criminals, the mental 
hygiene program in its various aspects, and 
education of the medical profession and the 
public in psychiatric principles. In most 
smaller communities such work has not even 
begun. , 

Osler,? the wise counselor, advised phys- 
icians to remain close to dispensaries, because 
of the values to be found in such places. 
There can be no doubt that many physicians 
—and this is also true of psychiatrists—with 
increasing incomes tend to limit both their 
practices and their social contacts to persons 
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with correspondingly high incomes; they may 
acquire the attitudes and prejudices of this 
social group, and thus limit their usefulness 
as counselors to persons from other social 
groups. In this way lies narrowness, bigotry 
and limited social usefulness, none of which 
the psychiatrist can allow himself if he is to 
be of true service to his patients and to his 
community. In dispensaries and clinics set 
up for those who cannot meet the heavy 
economic burden of modern specialized care, 
the psychiatrist can have intimate contact 
with the attitudes and problems of other 
social groups,‘and can work closely with social 
workers and public health nurses in whose 
psychiatric education he can participate. 
The importance of the participation of the 
psychiatrist in the education of social workers 
and public health nurses cannot be over- 
emphasized. It seems evident that the future 
of psychiatry and the preservation of the 
mental health of the nation are intimately 
related to the degree of co-operation which 
it will be possible to secure among these 
workers. The psychiatrist who, by the nature 
of his work, is unable to reach out into the 
homes of his patients and to detect early 
signs of mental and emotional disturbance, 
has the responsibility of assisting in the 
training of the social workers and nurses 
who can do that very thing. In addition, 
psychotherapy and counseling on+ a super- 
ficial level may be taught these workers, but 
are to be attempted only if much time is 
available and a well-organized training pro- 
gram is in existence. Orientation in mental 
hygiene and psychiatry can be given, how- 
ever. Perhaps the most important things to 
be taught to these workers should include 
the psychiatric knowledge necessary for early 
recognition, among their clients and patients, 
of those individuals who are in need of psy- 
chiatric help, as well as sufficient orientation 
and knowledge concerning normal develop- 
ment of personality and family relationships 
to enable them to carry on their work more 
effectively. The psychiatrist can learn—and 
there is no other way in which to gain this 
information—the true level of culture and 
civilization of his community, as measured 
by the care and training given to its children, 
the care of its aged, its handicapped, and its 
poor, as well asthe type of justice meted out 
to its unfortunates. Having gained this infor- 
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mation, which usually will be most disquiet- 
ing, the psychiatrist can favorably influence 
these conditions in many ways. Through his 
knowledge of community needs he can Sug- 
gest means for more effective solutions for 
community problems. Through his contacts 
with various agencies in the community he 
is sure to receive invitations to speak before 
a wide variety of organizations and to give 
psychiatric lectures; thus, he can disseminate 
knowledge and suggest changes. He can serye 
an important function in the co-ordination 
of community endeavors aimed at the soly- 
tion of social ills. The psychiatric clinic may 
be used in the training of young physicians 
of the community, who can thus be brought 
into intimate contact with psychiatric prop. 
lems under supervision. Not the least impor. 
tant value accruing from such an endeayor 
is the satisfaction of rendering a true hy- 
manitarian service. 

The salutary experience of military service 
in the combat zone in the recent war, witha 
small role in this tremendous tragedy, brought 
into sharp personal focus the need for wider 
dissemination of modern information regard- 
ing the human personality. The humility born 
from such service led to the conclusion that 
a knowledge of the proper place of psychiatry 
in the social scheme could be learned only by 
community service through actual contact 
with all social groups, by the voluntary offer- 
ing of time and effort in a psychiatric clinic. 
Because of this feeling that the psychiatrist 
must come out of his office if he is to bea 
real service, an arrangement was made with 
the local county welfare and public health 
directors whereby patients selected by them 
were seen in the local public health clinic 
on one evening a week. This arrangement 
has now continued for over two years, with 
mutual benefit. Some of the lessons learned 
from this endeavor are herein presented for 
the encouragement of others who may be 
disposed to initiate similar activities. 

Space does not permit more than a brief 
discussion of the various types of patients 
seen in the Counseling Clinic and their dis- 
position. Our first patients were referred by 
the social workers of the county welfare 
unit. The patients were children from board 
ing homes scattered throughout the county. 
They were orphans, illegitimate children 
the offspring of parents who had separated 
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and for various reasons could not care for 
their children or had been adjudged to be 
incapable or unfit for this responsibility. The 
pattern became distressingly familiar. The 
children usually were brought in by the 
boarding-home parents because of enuresis or 
behavior difficulties. They tended to be inse- 
cure, anxious youngsters, who desperately 
wanted to belong to someone. Dissocial or 
aggressive behavior or delinquency frequently 
was the cause of their being brought in for 
consultation. The necessity for the attempt 
to adjust to one set of parent figures and 
home environments after another, often dif- 
ficult because of frequent changes and the 
sometimes unreasonable demands made on 
them, had disturbed them. The resulting re- 
action patterns were manifested in the be- 
havior which was unacceptable to the board- 
ing-home parents. Many of the children were 
confused by divided loyalties, due to visits 
by the real parents, who not infrequently were 
extremely immature, or even disreputable 
individuals, whose attitudes and behavior 
contrasted violently with those of the board- 
ing-home parents. The personalities of the 
boarding-home parents themselves varied 
markedly, as did the motives for their taking 
these children. Most of them were intrins- 
ically good people who were puzzled by the 
behavior of the children under their care, 
and “could see no sense in it.” 

Each of these problems was handled indi- 
vidually, several interviews being secured with 
the children as well as with their boarding- 
home parents. It was not too difficult, as a 
rule, to uncover at least the superficial causes 
which lay back of a child’s reaction. In an 
atmosphere of friendly co-operation it was 
found that by utilizing strengths latent in 
the personalities of the individuals involved 
these problems often could be managed on 
a superficial level. Interpretation of the causes 
of the child’s reaction, with tactful counsel- 
ing, was usually sufficient to allay the anxiety 
of the adult person concerning the child’s 
behavior, which had been feared to be “ab- 
normal” or unusual. The increased feeling 
of security on the part of the child after 
friendly support and the reassurance that he 
was really loved and would not be pushed 
into another home was touching. In occas- 
ional cases, undesirable personality charac- 
teristics in the boarding-home parents were 
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encountered which could not be altered, and 
which were responsible for personality clashes 
with the young people. In some cases it was 
found possible to arrange a reunion of the 
children with the mother who, even though 
she was often inadequate or perhaps even 
disreputable, was sometimes better able than 
others to furnish security and love to the 
children. 

Before long the juvenile judge began to 
refer cases of “juvenile delinquency” to the 
Psychiatric Counseling Clinic. The persons 
involved in these cases were largely adolescent 
boys who had been brought before the court 
because of stealing or other dissocial or anti- 
social behavior. Most of these boys came from 
families with low incomes, and their child- 
hoods usually had been characterized by de- 
privation. Many of them had experienced 
parental rejection, and in some cases it was 
felt that the stealing represented a reaction 
to this rejection; in any case, it was a symp- 
tom of emotional disturbance. In these cases 
the things stolen often were not kept, but 
were given away in a pitiful effort to buy 
attention, which they apparently equated 
with affection, from their companions. The 
symptom of stealing seemed to have various 
origins; in most cases it was thought to be 
related to aggressive feelings or to uncons- 
cious guilt, as noted by Aichhorn.* In some 
instances the parents had immature person- 
alities and little education. The intelligence 
of the young people themselves generally was 
average. In many instances the homes were 
reported to be cheerless, not-too-clean houses, 
filled with nondescript furniture. The parents 
often stated that the boys refused to bring 
their friends to the home. Some of the parents 
were bitter, defeated persons, whose inade- 
quate, immature personalities did not well 
equip them for serving as parent figures, 
and with whom the children could not well 
identify themselves. In some instances the 
home had been broken, and the remaining 
parent was inadequate for the task of provid- 
ing love and security for the children. 

The young people themselves provided a 
wide range of constitutional endowment. In 
most instances, however, the impression was 
gained that the potentialities and strengths 
latent in their personalities were not being 
expressed, because of lack of a favorable en- 
vironment. Most of these young people were 
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either doing poor work in school or had left 
school to work at the earliest possible age. 
The school counselors had worked vainly to 
help these children adjust themselves to their 
school, and as a rule had reported that, in 
their opinion, the unfavorable home environ- 
ment, which they could not control, was coun- 
teracting their efforts. In rare instances 
schizophrenia or schizoid trends were en- 
countered among these children. Rorschach 
and other psychologic tests were used in some 
cases to check clinical impressions and to 
gain more information about the basic per- 
sonality. Electro-encephalographic examina- 
tions and other diagnostic aids were utilized 
when indicated. 

Most of these patients were considered to 
have primary conduct disorders. In those 
whose conduct disorders could be traced back 
to their earlier childhood the dissocial be- 
havior was considered to be a reaction to a 
disturbed early environment, usually con- 
cerned with the child’s relationship to the 
parents. Abnormal aggressiveness, absent or 
defective development of guilt feeling and 
narcissistic self-evaluation were characteris- 
tic of these patients. Conduct disorders aris- 
ing in later childhood or adolescence and con- 
fined to one area of the child’s life, such as 
the home or the school, generally were of 
neurotic origin. The former type of patients 
were much more resistant to therapy because 
of marked narcissism and in such circum- 
stances much patience has been required to 
endeavor to alter and permit the growth of 
object relationships and to internalize aggres- 
sion and thus develop a superego, as suggested 
by Van Ophuijsen.® In some instances it was 
suspected that antenatal or other factors 
might have operated in consonance to inhibit 
the formation of a normal superego and 
efforts at therapy have been fruitless. Much 
effort and tact have been necessary in an 
endeavor to correct those attitudes of the 
parents or parent figures which, it was felt, 
were largely responsible for their children’s 
symptoms. 

When these young people were interviewed, 
they were never urged to give information, 
but were asked not to tell us anything that 
they preferred to keep secret. In a friendly 
atmosphere, the conversation was opened by 
talk about things in which persons of their 
age group might logically be expected to be 
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interested. Untruths are common among such 
children, and they were not condemned for 
uttering them, since in their environments 
the telling of truths is often followeg by 
punishment, which they had learned to try 
to avoid. Inconsistencies appear in their 
stories as the interview proceeds, but since 
the basic dynamics of the reaction are sought 
rather than absolute accuracy of statement, 
the inconsistencies are relatively unimpor- 
tant and are ignored by us, since we expect 
to be lied to. The relationship which the cop. 
sultant endeavored to secure with the patient 
is that described by the term ‘“‘non-condemn- 
ing constructive relationship,” which is best 
suited to the setting up of a positive trans. 
ference. This transference, when set up, may 
cause disappearance of the symptoms for 
which the child was brought for attention, by 
blocking the outlet for such symptoms. If the 
force behind the symptoms is still active 
however, a new symptom will be produced, 
or the child may simply return from overt 
to latent delinquency, thus giving a false 
impression of being “cured.” It should be 
pointed out that many lay organizations set 
up for the purpose of preventing or attacking 
juvenile delinquency depend on such a trans- 
ference and on improved recreational facili- 
ties for their results. It is necessary that 
psychiatric consultation and therapy be avail- 
able in the handling of delinquent children 
and adolescents, since in many cases an etiol- 
ogic therapy based on an accurate knowledge 
of the dynamics of the reaction is necessary 
for permanent improvement. 

Conferences with teachers and _ school 
nurses in regard to the problems of youthful 
patients has resulted in better mutual under- 
standing, and in a better appreciation of 
school problems by the psychiatrist and of 
psychiatric problems by teachers and school 
nurses. 

The district judge soon took advantage of 
the Counseling Clinic to seek psychiatric 
opinion in some of the difficult human prob- 
lems with which he has constantly to contend. 
These, when studied, were found to cover 4 
wide range. Complicated divorce situations, 
in which the judge requested an evaluation 
of the personalities of the parents and re 
commendations as to custody of the children, 
were encountered; the opportunities for study 
of problems of this sort at close hand, with 
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the assistance of social workers and public 
health and school nurses, have been most 
instructive. Persons who had committed 
crimes of various types were seen and studied; 
in this particular group were observed psy- 
chopathic personalities, psychoneurotic indi- 
viduals and individuals with schizophrenia. 
Essentially normal personalities enmeshed in 
environmental difficulties also were dis- 
covered in this group. The judge has ex- 
pressed his gratitude for the examination 
and recommendations in these cases and has 
himself, as a result of the close association 
which has resulted, become much interested 
in psychology and psychiatry and is now a 
member of the Advisory Committee of the 
Counseling Clinic. In addition to the afore- 
mentioned cases, psychotherapy has been ad- 
ministered to veterans suffering from com- 
bat reactions, to alcoholics and to patients 
with psychoneuroses and psychoses. In some 
instances the psychiatric guidance clinic per- 
forms the function of psychiatric diagnosis 
and reference to appropriate hospitals or 
sanatoriums. All appointments are made 
through the various welfare agencies in the 
community. 

Before many months had passed, a request 
was received from the director of adult educa- 
tion of the local evening college for a series 
of talks on “Psychiatry in Everyday Life.” 
In these talks such subjects as maturity and 
immaturity, interpersonal relations, and atti- 
tudes toward children and marriage were 
covered, and panel discussions on juvenile 
delinquency and psychiatry in relation to 
community problems were held among mem- 
bers of large groups. Much interest among 
the more cultivated lay people in the com- 
munity was thus aroused, and a number of 
other talks to parent-teacher associations and 
similar groups followed. By this means accu- 
rate information concerning the scope and 
technics of psychiatry was diffused, and it 
was possible to meet large groups of people 
and to correct some of the misinformation 
so commonly disseminated through the med- 
ium of moving pictures and the lay press. 

Calls for aid were soon received from the 
local chapter of Alcoholics Anonymous. A 
pleasant relationship with this valuable or- 
ganization has endured. Physicians can learn 
much from close contact with this remarkable 
group of men and women whose record of 
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achievement in rehabilitating valuable hu- 
man beings addicted to alcohol is unsur- 
passed. The philosophy and psychologic prin- 
ciples which underlie the organization of 
Alcholics Anonymous are of such striking 
value that one is impressed by their possi- 
bilities for application to other psychiatric 
disturbances. The fact that they were first 
applied on a large scale to the treatment of 
a psychiatric condition by a layman should 
give psychiatrists food for thought, and should 
stimulate them to receive sympathetically 
suggestions and ideas for solution of psy- 
chiatric problems coming from intelligent 
laymen. 

After eighteen months the Psychiatric 
Counseling Clinic had so well demonstrated 
its usefulness and the need for such an ac- 
tivity in the community that the Board of 
Health and Welfare of the city offered to 
adopt it. A supervisory board was set up 
consisting of lay and professional people of 
the community with the greatest interest in 
psychiatric problems, and funds were obtained 
from the Federal Mental Health funds so 
that a full time psychiatrist and psychiatric 
social worker could be hired, as well as 
clerical help. The training activities of the 
Psychiatric Counseling Clinic may thus be 
greatly expanded as well as its service to 
the community; and the activity, after al- 
most two and a half years of dependence 
upon voluntary service, is about to take its 
place as a full time, well-integrated psy- 
chiatric facility. 

By means of contact with people from all 
social groups, through the medium of the 
afore-mentioned activity, certain community 
needs and defects were soon apparent, and 
in some cases it has been possible to suggest 
and initiate methods for their correction. 
The physician here must necessarily operate 
at a disadvantage, since in most community 
endeavors he can do better if he avoids pub- 
licity and limits himself to initiating activ- 
ities in an unobtrusive manner, allowing 
others to supervise and carry them out. This 
is undoubtedly due to the fact that people 
in any community tend to be suspicious that 
the physician is trying to “prescribe” for them 
when he interests himself in civic affairs. 
This being the case, friendship with active 
and intelligent persons in the city has been 
essential in carrying out projects. 
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In agreement with the conclusions of the 
national conference on the prevention and 
control of juvenile delinquency,® called by 
the Attorney General of the United States 
in Washington, D. C., in November, 1946, it 
is felt that this and other problems of a 
mental hygiene nature can be studied and 
handled adequately only on the community 
and family level, even though the problems 
are nationwide. The problem is a complex 
one, which will yield to no simple solutions, 
and the services of persons qualified by per- 
sonality and training to approach it from 
its many aspects are essential. 

Contact with the young people of the com- 
munity afforded by this Counseling Clinic 
has emphasized the remarkable discontinuity 
between the subjects taught in schools and 
the cultural level of the community, remarked 
on by workers such as the Lynds’* and Mead.® 
Art, history, biology and the classics are 
taught in the schools and it is not surprising 
that the adolescent considers them totally 
useless if he finds them almost completely 
neglected by the adult male members of the 
community. Due at least in part to lack of 
community interest, these subjects often have 
been taught without enthusiasm to apathetic 
children. Unless the cultural atmosphere of 
the family is sufficiently high to impart rich- 
ness to the content thus taught, or unless 
the grade school and high school subjects 
are considered by ambitious parents as 
steppingstones to later professional studies, 
adolescents too often lose interest and insist 
on leaving school. In an endeavor to correct 
this situation at least partially, an art center 
has been created through the co-operation 
of interested persons. There was, previous to 
two years ago, insufficient recognition given 
to this area of human expression, and the 
cultural life of the community suffered from 
a lack of appreciation of esthetic values. 
When this project was initiated, the social 
and-mental hygiene aspects of such an art 
center were particularly held in view. This 
activity is now two years old, and has given 
many exhibits of various art forms lent by 
large museums and art centers in many parts 
of the country. It has a full-time trained 
director, a resident artist and a growing fund 
of several thousand dollars donated by art- 
loving and civic-minded citizens. Several 
speakers on cultural subjects have been 
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brought to the city by the art center and 
the effect on the community has been bene. 
ficial. Classes in sculpture, painting and wood 
carving are taught by well-trained artists 
and teachers. Exhibits of “everyday art,” 
consisting of furniture and household equip- 
ment of good basic design and utility have 
been made up and shown. It is hoped that 
a project can be set up whereby people of 
the community from low-income groups 
many of whom are condemned to live ip 
ugly, poorly furnished homes, may be assisteg 
to make for themselves cheerful home furp. 
ishings of good basic design. Workshops for 
this purpose are being planned. It is fet 
that this particular venture is a mental hy- 
giene project of no small importance, since 
such alteration of the home environment 
from drabness and ugliness to functional 
beauty, even though such furnishings are 
necessarily inexpensive, may stimulate the 
children of these families to bring their 
friends to the home, with obvious advantages 
over their frequenting of questionable resorts, 
The effect of such a change on the woman 
who must pass her life in the environment 
of the home likewise is worth considering. 

Through the art center it is planned to 
diffuse cultural influences throughout the 
community and surrounding areas. Due to 
the lack of trained art teachers in sufficient 
numbers, it has been most difficult to en- 
gender a genuine feeling for, and understand- 
ing of, this phase of culture. It is therefore 
intended to employ modern technics of radio 
and visual education, in which the trained 
personnel of the art center and visiting 
speakers are utilized. By this method some 
idea of the cultural life of other peoples may 
be presented and made more vivid, and it is 
felt that thereby horizons and the scope of 
cultural education may be broadened. Loan 
exhibits to be utilized in other communities 
are prepared. 

The psychiatrist who chooses to assume 
the social responsibility implicit in the spet- 
ialty of psychiatry, can look forward to much 
work, to the enjoyment of many warm frien¢- 
ships which he would otherwise miss, and #0 
the satisfaction of seeing the community be 
come a better place than he found it. It i 
here desired to express gratitude and pay 
tribute to the devoted services of thos 
physicians, social workers, nurses and citizens 
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whose efforts have contributed so largely to 
the activities herein described. 


Summary 


The specialty of psychiatry, like that of 
public health, has a responsibility in the 
maintenance of the health of the community. 

The psychiatrist can significantly influence 
the mental health of the community only 
by coming out of his office and learning, 
through intimate contact with all social and 
economic groups, the mental hygiene status 
of his community. Appropriate measures for 
improvement of this status may then be 
taken, based on the experience thus gained. 

In large communities with well-organized 
mental hygiene activities, improvement in 
mental hygiene in general can be done 
through the medium of such services, at least 
in some instances. 

In smaller eities, activities of this sort are 
usually lacking at present, and must be in- 
itiated, if psychiatry is to properly fulfill its 
social responsibility. 

The organization and operation of over 
two years of a psychiatric counseling clinic 


in a small city, are described. 


Community activities of value in mental 


hygiene which have grown out of the reali- 
zation of community needs thus gained are 
discussed. 
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Psychodrama as a Medium for Mental 
Hygiene Education 


MARGARET HAGAN* 
Washington, D. C. 


Psychodrama is an unique vehicle for teach- 
ing mental hygiene concepts to the layman. 
It also is an incisive device for teaching neo- 
phytes in the psychiatric field as well as those 
students already theoretically and clinically 
instructed, such as inexperienced psychiatric 
social workers. Interest in psychodrama as 
a teaching instrument grew directly out of 
observations made in 1941 at St. Elizabeths 
Hospital, while working with psychotic pa- 
tients under treatment in the Psychodram- 
atic Theater, where it was noted that a num- 
ber of patients readily picked up mental 
hygiene concepts and applied them to reality 
situations with considerable facility. 

Further experience with this method of 
treatment confirmed these observations and 
led to speculation as to why these particular 
techniques made the learning of such con- 
cepts so easy and why they stuck in the minds 
of the patients with such tenacity. It was 
also noted that casual persons such as visit- 
ing relatives, student psychologists, visiting 
social workers and others present at one or 
more sessions reported the same phenom- 
ena....a Sharp reality experience of the 
meaning of the concept, an inability to for- 
get the episode on the stage and the ensuing 
discussion, followed by an alertness for this 
and related situations in daily living and by 
an itch to apply or test out the concept. 

War with its personnel shortages in the 
psychiatric field forced the formulation of 
new training devices which would cut quickly 
through more formalized methodology for 
teaching of basic attitudes, content and 
skills. Particularly was this true of the Amer- 
ican Red Cross since this agency had, in ful- 
fillment of its commitments, to recruit thous- 
ands of medical and psychiatric social work- 
ers and recreation workers to serve in the 
domestic and overseas hospitals of the Army 
and Navy. Professional workers therefore, 
were recruited, indoctrinated and assigned to 
duty. It then became apparent that non- 
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professionals would have to be utilizeg and 
permission was secured from the Surgeons 
General to recruit, train and use this latter 
group under professional supervision in the 
hospitals. 

For those workers destined for duty op 
psychiatric services, a six-weeks course was 
set up at St. Elizabeths Hospital; for thog 
who would serve in general hospitals, one day 
was allotted out of their course for the teacp- 
ing of basic attitudes toward patients suffer. 
ing from psychiatric illness. These were tough 
assignments and in carrying them out with 
what appears to have been reasonable sue. 
cess, psychodrama proved its worth as 4 
flexible instrument for teaching, or rather 
for favorably altering basic attitudes toward 
the mentally ill in those taking the one-day 
course and for training in basic skills those 
who took the six-weeks course. 

It should be noted that the group of stu- 
dents receiving one day of teaching were 
really laymen so far as mental hygiene con- 
cepts were concerned. They were a highly 
motivated group for the most part, with 
college training or its equivalent. They were 
young and very eager to learn anything that 
would be of help to them in their work. It 
was believed that by inoculating them with 
a few basic mental hygiene concepts their 
attitudes toward all sick and injured patients 
might be improved and hopefully make the 
inter-personal relations implicit in their work 
flow more helpfully. This group was in es 
sence therefore, not unlike thousands of 
young women present in our population today 
in offices and homes and teaching posts. 

A most important discovery was made a 
a result of our experiment. Individuals ap- 
preciably alter their basic attitudes if the 
giving of didactic material, new facts and 
concepts, is simultaneously or closely accom- 
panied by a valid emotional experience relat-. 
ing to those facts and concepts. We found 
that in the psychodramatic situation an em0- 
tional experience could be produced on the 
stage of such a nature as to spontaneous] 
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elicit the intellectual, emotional and kinetic 
response of all individuals present in the 
psychodramatic theater. Our work with the 
patients in the theater had suggested this 
teaching method and we formulated the fol- 
lowing program for our one-day students to 
test out the validity of our observations: 


The Program 
I. Lecture by a psychiatrist on the problem of 
mental illness. One and one-half hours. 
II. Ten-minute rest period. 


III. Three films. 
A. The N. P. Patient (Made by U.S. Navy). 


B. Combat Fatigue (Made by U.S. Navy). 

C. The Inside Story of Seaman Jones (Made 
by U. S. Navy for the Coast Guard). 
A ten-minute question period followed 
each showing. Questions were answered by 
a psychiatric social worker. 


IV. Two hours for lunch and rest. 
V. Psychodrama three to four-hour period. 


It will be observed that this schedule began 
with something familiar, a lecture, (although 
delivered by a representative of an unfamiliar 
profession and in the new environment of a 
mental hospital). This was immediately fol- 
lowed by an attitude film on psychotics and 
succeeded by a film showing the development 
of neurosis under battle conditions in a young 
marine, his treatment and subsequent re- 
covery. The third dealt cheerfully and on the 
whole truly, with the dynamics of a psycho- 
somatic illness occurring in a seaman in a 
Coast Guard Training Center. All three films 
stressed attitudes, etiology, treatment and 
recovery. 

Psychologically what happened to the stu- 
dents in their morning’s work was that they 
heard an able, experienced Naval Officer 
present simply and inclusively, the field and 
its problems. His own attitude illuminated 
the material—he was honest, concrete and 
direct. The tempo was slow and we felt that 
identification with his attitude was certain 
and that he, by his imaginative selection of 
material, had a good identification with his 
students. The films shown purposefully in 
the order indicated made concrete much of 
what the students had just heard, showed 
them patients and situations that might have 
taken them months to see even in a psy- 
chiatric hospital, differentiated broadly for 
them categories of mental illness, and def- 
initely got across proper attitudes toward the 


mentally ill. More importantly perhaps, all 
the films subtly but unmistakably indicated 
the universality of the dynamics underlying 
all human nature, sick or well. The tempo, 
spontaneity and emotional tension of the 
students increased during the showing and 
discussion of these films. This conditioned 
them for the greater personal participation 
to come later on the stage for, as shown on 
the schedule, the entire afternoon was de- 
voted to work in the psychodrama theater. 
After the luncheon recess the students 
enter the theater for the first time. They see 
a low, three-tiered circular stage with a table, 
a settee, and several chairs, the only props 
used. There is no teaching staff present so 
the students make a lot of noise as they settle 
down in the audience seats, many making 
comments, some of which we hear as the staff 
assembles in the adjacent office. These in- 
dicate that the interest and tension observed 
before lunch are still maintained. They eye 


the director with curiosity and friendliness, 


when she comes in for a last-minute check 
on the stage lights. We, the trained psycho- 
dramatic staff, waiting in the staff room for 
the show to go on, eye her in the same way 
when she returns to report on the class. We 
are tense too, and anxious, more so perhaps 
than the waiting students. In answer to our 
unspoken question, she grins and says, “Looks 
hot. Let’s go.” 

The class quiets down expectantly as the 
psychodramatic staff files in and settles down 
in special seats near the stage. Although there 
is no curtain to go up, it is at this moment 
that one can hear it creak and that psycho- 
drama begins. The discussion leader intro- 
duces each staff member (8 in number), iden- 
tifying each as to his usual job in the hospital, 
since only two of this staff are assigned full- 
time to work in psychodrama, the director, 
and a Navy corpsman. Four of them are vol- 
unteers—Gray Ladies—and three are psy- 
chiatric social workers from the Red Cross 
staff, as is the leader of discussion. However, 
the entire staff have worked together as a 
team in the patient’s psychodrama, most of 
them for years. 

A brief description of the technique is given 
by the director, with the discussion leader 
chiming in on why we think the use of the 
method is a good idea, and stating that only 
the audience can really make the method 
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work, since our trained psychodramatic work- 
ers, who will be in each scene on the stage, 
cannot work without the help of a student 
willing to volunteer. The limitations of this 
paper does not permit transcript of this intro- 
duction, nor even of one whole situation 
played upon the stage, nor the ensuing dis- 
cussion. It can only be reiterated that every- 
thing that happens in the theater after the 
entrance of the staff and up until the session 
is over is a part of psychodramatic technique, 
such as the specific request to the audience 
for a volunteer to help us on the stage, the 
query as to her full name and the subsequent 
use of her given name. It is important there- 
fore to suggest, at least in abbreviated form, 
both content and atmosphere of one episode 
out of those used for this class. The direct 
quotations used are verbatim. 

Psychologically, by the time these prelim- 
inaries are over the class really believes that 
all in the theater are in pursuit of the truth 
about human nature, that no one has a corner 
on this, though psychiatry has much to offer, 
and that there is no one of us who cannot 
learn more about it, as well as better ways of 
helping people out of trouble, and that to- 
gether, today, we will try to find out some 
of the whys and hows. The fact that all scenes 
are set up before the audience, that funny 
things always happen, that the staff as well 
as the students call each other by their given 
names and operate as a team with the ap- 
parent ease and casualness of Amos and Andy, 
creates a comfortable, happy feeling which 
helps to weld staff and class together at the 
start. 

While this is taking place, the audience 
lights are kept on, and when the staff is cer- 
tain that this atmosphere has been achieved, 
a volunteer from the audience is asked for, 
her name requested and she comes forward. 
Now the lights in the audience are extin- 
guished, the lights on the stage go on and 
the director of the theater takes over. The 
tension of the class mounts visibly as one of 
their group stands with the director before 
the circular stage and this conversation takes 
place: 


Director: Now Janet, that’s right, it is Janet 
isn’t it? 

Volunteering Student: Yes, that’s right. 

Director: You are now a new hospital worker 
on the Red Cross staff at St. Elizabeths. You have 
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been here three days. The time is early after. 
noon. The patients have had their lunch. Your 
supervisor has asked you to pinch-hit for a 
worker who is ill, because something has to fy 
worked out right away for a patient. This js the 
situation, the problem: 

A Navy nurse recovering from a severe qe. 
pression asked that. the Red Cross here write to 
the Chapter in San Francisco requesting a work. 
er to call upon the patient’s mother to tel] her 
that she is now better and is anxious to go to, 
dance in the Red Cross house. She wanted her 
mother to send her blue evening dress, the one 
with the full skirt which swirls. Now a letter has 
just come from the Chapter which says that the 
mother has had this dress and several others 
altered to fit the patient’s younger sister who 
is smaller than the patient. The mother is sorry 
about it but can’t do anything about a dress a} 
present. She is glad the patient is better. 

Will you please go to the ward and tell the 
patient about this? See what the situation js 
and see what can be done, because it is important 
as a part of treatment that she get to this dance 
which is on Thanksgiving, not many days away, 

The stage is set as the Day Room in Ward 4 
of the Women’s Receiving Building. Let’s put the 
nurse’s office on the second level to the right, 
Toba, (nodding to a member of the psychodra- 
matic staff), will you be willing to play the 
nurse in charge of the ward, and Edith (indicat- 
ing another staff member), will you be the Navy- 
nurse-patient Janet is going to see? Now I need 
three other staff members to volunteer to be 
other patients in the Day Room. Janet, do you 
have the layout and the problem all clear now? 
Are there any questions you want to ask before 
you visit your patient? You may ask any ques- 
tions you like. 

Volunteering Student: No. I think I understand. 

Director: Good. Remember to go by the nurse’s 
office, since you don’t even know the patient by 
sight. The nurse may have time to help you find 
her. 

The Volunteering Student went to the ward, 
met several other patients in the Day Room, 
chatted with them, (all were showing sympto- 
matic behavior), handled this well, found the 
patient with the help of the nurse, and sat down 
in a corner for a talk with her. Throughout the 
action the student was natural, friendly and 
without self-consciousness. Her voice was good 
and the interview audible to all in the theater. 
During the interview she became so completely 
identified with the patient that toward the close 
of the visit she promised to bring the patient 4 
dress as nearly identical as could be found, to 
take the place of the beloved blue swirly frock. 
At the conclusion of this interview, and before 
the student had left the stage, the director cut 
the scene. The student was standing in the 
middle of the stage. She looked rather dazed 
for a moment, then addressing the audience with 
a wry smile she said: 

Volunteering Student: Now I have just done 
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exactly what I have been taught in my course 
not to do. ; 

Discussion Leader: Well, what do you do in 
the Red Cross when you make a mistake and 
know it? 

Volunteering Student: (After an appreciable 
period of thought, with the audience on edge of 
its chairs). Why, I guess you are supposed to 
talk it over with the supervisor. 

Discussion Leader: Would you do that? 

Volunteering Student: Yes. 

Discussion Leader: How about doing it now? 

Volunteering Student: All right. 

Discussion Leader: Frances, (director of thea- 
ter), will you help Janet? Janet, would you tele- 
phone from the ward to the supervisor? 

Volunteering Student: No, I would go back to 
her office. 

Director: Good. Let’s set up the office on the 
stage. Margaret Gardner, will you be the super- 
visor? 

The office is set up and the volunteering stu- 
dent’s interview begins without the student hav- 
ing left the stage. The conference between the 
supervisor and student is a gentle, skillful master- 
piece of teaching and helping. The Psychodra- 
matic Supervisor is careful not to hurt the 
student, who reiterates that a promise to a pa- 
tient is always kept, but if you find you can’t 
keep it, then you must go back to the patient 
immediately and tell her why you can’t. The 
Supervisor, in this instance, finally offers the 
student a way out and reveals a resource by 
which a suitable frock can be procured, if the 
student finds that the patient wants it. At one 
point the student’s response is especially re- 
vealing: 

Volunteering Student: But Mrs. Gardner, I want 
it to be blue and swirly. Are you sure the Arts 
and Skills dress is? I don’t want it to be insub- 
stantial. You are sure it isn’t made of crepe 
paper? 

It is obvious that through this long interview 
the student is still closely identified with the 
patient. 

The interview is logically concluded between 
Supervisor and student and the director com- 
ments: 

Director: Well, that’s all for this one. Thank 
you Janet. Thank you, Margaret. There is an im- 
mediate hand-raising by the audience and some 
begin to comment and ask questions as the two 
actors resume their seats. 

Discussion Leader: Janet, was it real up there 
on the stage? 

Volunteering Student: Too real. 

Discussion Leader: You think Edith made a 
good patient? 

Volunteering Student: Yes, though I never 


‘talked to a real patient, but there was a de- 


pressed patient in the picture this morning. 
This seemed as if it were completely real. The 
Supervisor was real too. 
Discussion Leader: Did you like the supervisor? 
Volunteering Student: I wasn’t afraid of her. 


Nervous SysTEM 


She helped me. I’ll never make those mistakes 
again. I’d talk to her first, find out ali I can 
before I get too involved. 

Discussion Leader: Margaret, did it seem real 
to you? 

Psychodramatic Supervisor: Certainly. Janet 
will do a good job with patients, but may I ask 
a question? 

Discussion Leader: Sure. 

Psychodramatic Supervisor: Janet, how do you 
feel about the dress now? 

Volunteering Student: I still want Edith to 
swirl it at the dance. (Everyone, including Janet, 
laughs uproariously). In this atmosphere the 
general] discussion begins. 


It was apparent that no areas of teaching 
import had escaped this keen young audience. 


Questions were eagerly put. A few are set 


down here to indicate the scope and point 
of audience interest. 


Questions: 


1. Why didn’t the patient, if she were better, 
write to her mother herself? Didn’t the fact 
that she did not, mean that..... ? 

2. What about the mother and daughter relation- 
ship? 

3. In the interview on the stage between the pa- 
tient and student there were clues brought out 
which suggested rivalry between the two sisters. 
Did this have anything to do with the patient’s 
present condition? 

4. Could and would this disappointment: of the 
patient’s (if she didn’t get the dress) set back 
her recovery? 

5. Would the patient have accepted the dress? 
What would have been the effect on the pa- 
tient if she had? What if she hadn’t? (The 
Psychodramatic-Patient, Edith, talks to these 
points, giving a clear exposition of how she 
felt about the volunteering student). 

6. Should the Red Cross, and did it ever, send a 
new and inexperienced worker on such an im- 
portant mission? Why didn’t Janet ask ques- 
tions when the director offered her the chance? 

7. Do Janet’s actions on the stage in the inter- 
view with the patient, when she promised her 
the dress, mean that Janet did what the psy- 
chiatrist said shouldn’t be done, identify too 
completely with the patient? (A lively discus- 
sion took place about this, with Janet and the 
Psychodramatic Supervisor taking part). Some- 
one brought out that in their course, other 
instructors, case workers not psychiatric ones, 
had said the same thing about other kinds of 
patients. 


Experience has shown that it is unwise to 
allow the discussion to become too discursive, 
for the discussion could have continued for 
hours. The situations on the stage should be 
exploited for their main teaching values and 
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not sucked dry, nor rammed home too force- 
fully. The audience should be left with some 
points to speculate about, to argue about, to 
watch for and to read about in the future. 
This is partly accomplished by sticking 
reasonably close to what the situation on 
the stage actually held, and by the use of 
suggestion in indicating where and how other 
points might be profitably explored. 

It should also be noted that no one on the 
teaching staff had planned to include the 
second episode between volunteer student and 
the supervisor. It developed spontaneously 
out of the student’s need. The discussion lead- 
er had no means of Knowing beforehand 
that the volunteering student would identify 
so completely with the patient, so that a 
quick decision had to be taken at the sacrifice 
of another item on the program to allow 
the student to experience naturally and im- 
mediately the receiving of help herself. She, 
herself, was in trouble and the supervisor 
helped her. This fact was not lost on either 
the student or the audience and entered im- 
portantly into the discussions relating to the 
helping process. How, the audience wanted 
to know, did one identify with the patient 
warmly and truly and yet hold on to that 
tiny, watchful part of one’s self that must 
through it all be realistic and clearheaded 
and stubborn on the overall, so as to really 
help the patient? Was that what the Red 
Cross meant in its booklet, “Warm, but im- 
personal?” It was all right to talk about, but 
how did one learn the trick of doing this? 


It is not claimed that the psychodramatic 
situation described above proves the altera- 
tion or modification of basic attitudes in the 
students. In this instance, since we did not 
know our students in this class, we politely 
assumed that their attitudes were impeccably 
correct. It is believed from experience with 
better than 2000 such students, that psy- 
chiatric and analytic concepts properly put 
to people in plain English do not come as 
such a shock to most people as is generally 
thought. Rather these concepts seem to il- 
lumine what the individual already knows 
in a vague way. In this connection it must be 
remembered that every one thinks he knows 
something about human nature and that, in 
fact, he does know a great deal. Most people 
cherish the belief that they are experts on 
the subject. 
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Psychodrama is an incisive tool, we believe, 
for the discovery of correct as well as ip. 
correct attitudes, for the incorporation of 
better concepts and beliefs and for practigg 
in their application in the inter-persona] 
situation. Consider the psychological impact 
of this technique. There is invariably, and 
very shortly after the action begins on the 
stage, an engagement of the total personality 
of everyone in the theater. This is an extray. 
agant claim but a firm one. It is a pheno. 
menon which can be both felt and obseryeg 
This has been commented upon from time ty 
time by the observers present, representatives 
of such diverse disciplines as teachers, line 
officers, artists, social workers, newspaper 
men, kitchen help from the hospital ang 
analysts. 

There are numerous reasons for these re- 
actions. Since no lines are ever written, ang 
the situations on the stage are unknown t 
the audience and often to the staff, psycho- 
drama with its eternal element of surprise 
elicits the intuitive faculties and capacities 
of all in the theater and offers a means of 
checking on the validity of the exercise. Then, 
too, we have never seen a session with its 
several episodes that did not provide flashes 
of the beauty, tragedy and humor of life 
itself. There is, however, this difference: Psy- 
chodrama provides a reality situation in 
inter-personal relations in which one can 
fumble and make mistakes that will not be, 
as is so often the case in life, irremediable. 

From a practical standpoint the use of 
psychodrama as a teaching method requires 
a trained staff. It is, and this must be em- 
phasized, no field for the tyro. This technique 
in the hands of the novice, either in psycho- 
drama, or in the more basic conceptual ot 
clinical field, is apt to bog down and do great 
damage to students. All situations on the 
psychodramatic stage can be, and usually are, 
packed with psychological dynamite. Should 
it be otherwise, the method tends to sterility. 

The number of the psychodramatic staff 
required varies with the educational goal, the 
length of the course, the number of students 
in the class. Three staff members are min- 
imal. They are: 

I. The Discussion Leader—Director. 
II. The Psychodramatic Worker playing 
male roles. 


III. The Psychodramatic Worker playing 
female roles. 
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The functions of the Director and Discus- 
sion Leader can be combined provided either 
is thoroughly conversant with the other’s 
field and function. For teaching, such as we 
have described, a psychiatric social worker 
with clinical experience and psychodramatic 
training, is perhaps best equipped. Special 
care, however, should be taken in the selec- 
tion since personality considerations are a 
major factor. 

The selection of a man and a woman to 
play the required roles is a more difficult 
task, since each must be able to project a 
role at a moment’s notice, and carry it to a 
conclusion, while at the same time remaining 
sufficiently aware of the protagonist so that 
he does not get too hurt. This calls for ability 
of a high order. It is thought that formal 
dramatic training is not essential and indeed, 
at times, has even been contraindicated. The 
psychodramatic workers we have used most 
successfully have been naturals, persons with 
a broad experience in living, who delight in 
human nature, normal and deviating, and 
who have the habit of minutely observing 
all types of people in a wide variety of situa- 
tions. Although it is essential that they be 
familiar with clinical psychiatry, it is, we be- 
lieve, easier for them if they are not too 
bound up in theoretical considerations. In 
our experience individuals with these unique 
gifts can be found and trained. 

It is essential that all members of a psy- 
chodramatic staff function as a team, since 
they must work together with a kind of word- 
less economy in the psychodramatic situation 
and be of one mind in their preparatory ex- 
plorations prior to the sessions. There is no 
place in this field for the star performer; 
everyone on the staff must yield willingly to 
the goal, the purpose implicit in the endeavor. 
When work of this kind is once in progress, 
usually it is relatively easy to find and to 
train other psychodramatic workers in the 
environment who, lacking the versatility of 
the two described above, are useful in playing 
specialized roles. From our more limited ex- 
perience with groups other than the two types 
of students indicated above and of repre- 
sentatives from other disciplines and special 
interest community groups, kind enough to 
Observe and to take part in these activities, 
we are of the opinion that the method is 
sufficiently flexible to be capable of adapta- 
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tion to any educational goal in the mental 


hygiene field. 


Already there is a growing literature re- 
flecting experimental work along these lines. 
Ronald Lippett has reported his work with 
leaders in the Boy Scouts. The investigations 
of Bruno Solby and Kurt Lewin were un- 
happily cut short by their deaths. Solby used 
this technique in training supervisory per- 
sonnel in certain departments of the federal 
government, while Lewin utilized role playing 
in classes at the Simmons College School of 
Social Work. Sherwood Palmer, working with 
the St. Elizabeths group, presented a disser- 
tation for his masters degree to the Chicago 
Theological Seminary on “The Possible Use 
of Psychodramatic Techniques as an Aid in 
the Teaching of Pastoral Skills.” Herriott and 
Hagan have reported their experiences with 
patients under psychodramatic treatment at 
St. Elizabeths Hospital from which the tech- 
nique described in this paper were developed. 
Hagan and Wright have also reported, as has 
Tahl, on the use of this method in training 
students in the six-weeks class referred to 
earlier in this paper. 

We believe from a review of the literature, 
and indeed our own experience suggests, that 
at some point in training the following pro- 


‘fessional and sub-professional groups might 


be benefited from this teaching method we 
have described; psychiatrists in training, 
psychiatric nurses, psychiatric social workers, 
group workers in the psychiatric field, occu- 
pational therapists and recreation workers 
attached to mental hospitals, and other sup- 
portive and ancillary groups working in the 
psychiatric setting such as volunteers, psy- 
chiatric aides, attendants, clerks and others 
who come in direct contact with psychiatric 
patients in hospitals and clinics. In addition, 
we suggest that social workers of all kinds 
might be helped by this training—for ex- 
ample, social workers and officers attached 
to juvenile and domestic courts and correc- 
tional institutions. In the broader field of 
community groups the technique can un- 
doubtedly be adapted for the mental hygiene 
education of Parent-Teacher groups, Mother’s 
Clubs, Men’s Service Clubs interested in such 
matters, as well as the welter of volunteer 
organizations making up and characteristic 
of American civilization at present. It is sug- 
gested that such groups and the individuals 
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comprising them would find that insight 
gained by this type of experience is a precious 
possession which could conceivably illuminate 
their activities and make the achievement of 
their goals a happier and more pointed ex- 
perience. 

Psychodrama has many techniques in its 
armamentarium not herein described. The 
work of Moreno is basic for those desiring to 
explore its possibilities. Adaptations and fur- 
ther refinements in procedures cannot be 
made unless one Knows what one is adapting, 
what refining, what agreeing or disagreeing 
with. Our techniques grew directly from 
Moreno’s original work. 

In anticipation of questions it is worth- 
while to make a statement with reference to 
the differences in the use of psychodrama 
as a teaching device and as a therapeutic 
method. The goals of both are directed to- 
ward the alteration or modification of basic 
attitudes. In work with patients it is a fact 
that they are suffering from mental illnesses 
varying in nature and degree, so that in a 
sense one is working with known or hopefully 
discoverable psycho-social factors. In work 
with students the assumption is, and our ex- 
perience bears out its soundness, that the 
basic attitudes are correct or potentially cor- 
rect and that the individuals in the class are 
healthy. There are, of course, exceptions 
. which must be dealt with wisely. However, 
one by-product of our work was that we dis- 
covered many untrained persons with grace 
and flair in inter-personal situations who, 
their attention drawn to the field by this 
experience, enrolled in appropriate schools 
and have since graduated in psychiatric so- 
cial work. 

In both therapy and teaching there is the 
inevitable learning of skills; patients develop 
an ability to live and work more comfortably 
with others; students gain this, too, we be- 
lieve, but they are deliberately taught the 
dynamics and basic skills underlying and 
necessary to the specific area of their work. 
In our experience psychodramatic workers 
in the teaching field are forced by the educa- 
tion obligation to a more precise and detailed 
performance of their roles than is necessary 
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in work with patients. 

In conclusion, we believe from our eXper- 
ience that psychodrama is the teaching 
method of choice at some point in the leary. 
ing of mental hygiene concepts used in com- 
bination with other familiar, important 
media. This technique is flexible, expjojts 
simplicity and directness, demands the ye. 
sponse of the total personality; and by its 
very nature forces “teaching in the rounq” 
so that simultaneously dynamics, skills jp 
application in inter-personal situations, scien. 
tific facts and policies are taught. This jg 
done in a series of realistic emotional exper. 
iences in a controlled situation and Offers, 
we believe, the desiderata for the acceptance 
and reinforcement of concepts which learned, 
otherwise, may mean little or which may be- 
cause of their implications disturb indiviq- 
uals whose life philosophy may be challenged, 





Author’s Note: The foregoing article was read 
as a part of a panel discussion on the genera] 
topic of “Media in Mental Hygiene Education” 
at the National Conference of Social Work in 
May, 1948. It also was a part of the work of a 
Preparatory Commission on the same subject 
which was reported at the International Congress 
of Mental Hygiene in London, August, 1948. Credit, 
therefore, is accorded these two bodies for the 
release of the material for printing in this Jour- 
nal. 
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Management, Care and Treatment of Mentally Ill 
Tuberculous Patients in West Virginia 


JOSEPH L. KNAPP, M.D.* and JOHN R. CAIN, M.D.** 
Weston, West Virginia 


While this is not a scientific paper in a 
strict sense, and although the treatment of 
the mentally ill tuberculous patients in West 
Virginia is far from ideal, it is hoped this 
paper will stimulate thought and interest in 
the management and treatment of a group 
of mental patients who, unfortunately, have 
received little special attention in most states, 
and who frequently are not receiving the 
best of treatment known to medical science. 

There are relatively few states wealthy 
enough to support a separate hospital for 
the care of the mentally ill tuberculous pa- 
tients. Subject to correction, we believe there 
are few, if any private mental hospitals that 
will accept this class of patients, and this 
statement is not intended as criticism of 
private mental hospitals. This leaves the vast 
majority of the cases to the care of the state 
mental hospitals. 

The practice usually followed in most state 
hospitals is to segregate the definitely known 
active cases of tuberculosis after a fashion 
with no real isolation or special tubercular 
treatment. Usually one of the members of the 
medical staff is assigned the responsibility 
for their treatment. Frequently he has had 
little or no special training in tuberculosis, 
and almost invariably these clinics are dele- 
gated to a junior member of the staff. It is 
rare indeed to find among the psychiatric 
staff, any one who is particularly interested 
in the treatment of tuberculosis. This is not 
only true of the medical staff, but is even 
more evident among the graduate nursing 
and attendant nursing personnel. We have 
not been able to discOver any recorded figures 
or facts to support this statement, but upon 
inquiry and observation the preventive and 
therapeutic methods applied to mentally ill 
tuberculous patients is at least a generation 
behind present day concepts of treatment. 

From a clinical psychiatric standpoint, it is 
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difficult enough to treat a case of schizo- 
phrenia or a manic depressive psychosis or a 
neurosis without the complication of tuber- 
culosis. In this type of case, many of the 
newer methods of psychiatric treatment, such 
as the various shock therapies, is contra- 
indicated. Due to the fact that mentally ill 
tuberculous patients represent only a small 
fraction of the over-all treatment program, 
there is a tendency not to give these patients 
the consideration in treatment to which they 
may be entitled. 

Two and a half years ago the status of 
the prevention and care of the mentally ill 
tuberculous patients in West Virginia was on 
about the same level as is generally prev- 
alent today in many states. Each of the 
three hospitals in the state had some known 
cases of active tuberculosis and attempts 
were made to isolate them, but no real pro- 
gram of case finding and treatment was fol- 
lowed. The significant difference is that the 
Weston State Hospital for the past four or 
five years had been designated to care for 
all mentally ill tuberculous patients in the 
State. Even this had caused no appreciable 
change in the situation with the exception 
of an occasional patient with tuberctlosis 
being transferred from one of the other two 
hospitals. It is interesting to note that the 
cases transferred were very frequently chron- 
ically disturbed, over-active, untidy patients 
who had been found to have tuberculosis. 

The first step in developing a program for 
the prevention of tuberculosis and care of the 
mentally ill patient suffering from tuber- 
culosis in our opinion, is to have one hospital 
in each state designated for this type of treat- 
ment. It is one thing to have fifty known 
cases of tuberculosis in a patient population. 
of eighteen or nineteen hundred, and an 
entirely different situation when there are 
several hundred known cases of tuberculosis 
in the same hospital. In furthering this initial 
step, both the other hospitals in West Virginia 
were informed that they could immediately 
transfer all of their known cases to the Wes- 
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ton State Hospital which met with prompt 
acceptance. 

The second step was to establish a uniform 
system of case finding in all mental hospitals. 
For this purpose in West Virginia the State 
Department of Tuberculosis Control was con- 
sulted and their advice and assistance re- 
quested, which received an enthusiastic re- 
sponse and arrangements were made to have 
a mobile x-ray unit visit each hospital. All 
patients and employees were given a chest 
x-ray and thereafter all new patients, trans- 
fers and new employees received a chest 
x-ray. This policy is being carried out in all 
three hospitals in West Virginia. 

The Bureau of Tuberculosis Control readily 
agreed to repeat the survey in all the mental 
hospitals each year. As a result of the first 
survey over one hundred cases of active tuber- 
culosis, not previously recognized in the three 
hospitals in the state, were disclosed. These 
were transferred to the tuberculosis section 
at Weston. The x-ray films of all suspects 
are also sent to Weston. Every three months 
or oftener the other two hospitals are re- 
quested to take a chest x-ray of these patients 
which is sent to Weston for comparison with 
the previous film and evaluation by a trained 
clinician. This system has been in effect for 
the past two years in West Virginia and has 
been found to provide an effective method 
of case finding. 

While the first two steps of the program 
were being placed into effect, it became pain- 
fully apparent that adequate care could not 
be given to mentally ill tuberculous patients 
on the funds ordinarily appropriated for the 
care of mental patients. With the next meet- 
ing of the Legislature nearly two years away 
some other solution had to be found. A con- 
ference was held with both the State Health 
Department and the State Tuberculosis Asso- 
ciation, the situation was explained and a 
request was made for assistance until the 
next meeting of the Legislature. Both groups 
showed their immediate interest and co- 
operation. By way of monetary assistance 
the State Health Department agreed to pro- 
vide the hospital with one thousand dollars 
a month from their appropriation for the 
care of indigent tuberculous patients to de- 
fray the cost of additional employees. With 
this money additional attendant nurses and 
a full time tuberculosis clinician were em- 
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ployed. The State Tuberculosis Association 
agreed to appeal to all of the local] county 
tuberculosis associations and within a periog 
of two months obtained sufficient funds t 
defray the salary of an occupational therapist 
for the tuberculosis patients. 

We were also faced with a lack of adequate 
equipment and supplies. The State Health 
Department loaned the hospital a mobile 30 
milliampere x-ray machine for taking bed- 
side films and agreed to furnish the hosgpitg) 
with part of the x-ray films needed. The Stat, 
Tuberculosis Association obtained the loan 
of a fluoroscope from one of the large 
counties to facilitate the examination of pa. 
tients. In addition, a state-wide drive was 
instituted which resulted in the hospital re. 
ceiving large quantities of games, playing 
cards, magazines and material for occupa. 
tional therapy. 

There are a number of very distinct prob. 
lems associated in the treatment of mentally 
ill tuberculous patients. In a certain percent. 
age of cases, due to their psychosis, the 
patient is uncooperative and not infrequently 
over-active. Compromises in treatment there- 
fore have to be made. Patients who should 
have complete bed-rest will sometimes refuse 
to remain in bed at all. It has been found, 
however, that with tact, patience and per- 
severance the majority of this type of patients 
will cooperate to the extent of taking rest 
periods twice daily. 

It is of prime importance that the patient's 
confidence be gained. The judicious use of 
hydrotherapy is of distinct value in quieting 
the more disturbed patieht. Occupational 
therapy on a non-active physical basis ac- 
quaints one with the patient’s likes and dis- 
likes and discloses moods, mannerisms and 
content of thought, all of which are pathways 
to the patient’s confidence. To cite one 
example among many, a schizophrenic told 
the tuberculosis clinician that she needed n 
help from him—that the Heavenly Father 
would take care of her. She mentioned 4 
telephone number of about ten digits wher 
he might call Heaven. The next day tht 
clinician used a slightly different approach 
telling the patient that he had called the 
number in Heaven and had been given pel 
mission to help her. She accepted this il 
good faith and a right pneumothorax Wis 
induced. She has continued to cooperate upd 
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the same basis for the past five months in 
accepting treatment for her tuberculosis. 

We have a rather large class in Occupa- 
tional Therapy for our mentally ill tubercu- 
lous patients. Some are on complete bed-rest 
and are brought to the class in their beds. 
Some are receiving pneumothorax refills 
weekly while others on part-time rest can 
walk to the class. Their activities are quite 
varied and always on a non-active physical 
basis. One patient was untidy and destruc- 
tive. He destroyed his mattress almost every 
other day. He was given a transorbital lob- 
otomy under pentathol anesthesia in hope 
that his mental condition would improve. 
This was followed by psychotherapy and in- 
dividual attention by the occupational ther- 
apist who sought to divert his conduct from 
destructive to constructive tendencies. The 
ward attendants at the same time were able 
to teach him bathroom habits. He has im- 
proved both mentally and physically and has 
not destroyed a sheet or mattress for the 
past three months and in no way soils his bed. 

Occasionally patients with positive sputa 
will be very indiscrete and have to be isolated 
from the others, but this is not a major 
problem. Coughing, which is so common a 
symptom in tubercular sanatoria, is found to 
be practically absent in all of our mentally 
ill tuberculous patients, minimizing contam- 
ination from this source and may have some- 
thing to do with the fact that we have only 
one case of tuberculous peritonitis among 
268 patients. However, it is a frequent com- 
plication in the tuberculosis sanatoria. 

The mental status, particularly from a 
standpoint of the patient cooperating, the 
type and location of the lesion and also the 
general physical condition of the patient, has 
to be carefully evaluated in selecting cases 
for pneumothorax. 

Sputum samples are so difficult to obtain 
and so unreliable that it has been found 
advisable to entirely discontinue any attempt 
to collect them but instead to routinely use 
gastric washings for laboratory examination 
for bacilli. 

Contrary to most articles in the literature, 
we have found that electro-shock treatments 
can be administered in selected cases with no 
apparent spread of the tubercular process. 
The cases chosen to date have been patients 
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with a fibrinous type of tuberculosis. The 
number studied is very small and has not 
been reported. A small series of cases have 
been given transorbital lobotomies under 
pentothal anesthesia. The results to date have 
been very gratifying in a fair percentage of 
cases. The patient’s mental conditions are 
definitely improved. They are more coopera- 
tive and as a result a more effective means 
of therapy can be followed out in treating 
their tuberculous conditions. 

In cases requiring thoracic surgery, we have 
found it best to transfer them to one of the 
tuberculosis hospitals with Weston furnishing 
the personnel for the required pre- and post- 
operative care. 

Of the 268 cases at Weston with active 
tuberculosis, 105 have schizophrenia, 42 are 
suffering from manic depressive psychosis, 
40 are mental defectives and the remainder 
are suffering from various types of organic 
psychoses. 

In conclusion there are several points we 
wish to emphasize: 

1) An effective program of prevention and 
treatment for mentally ill tuberculous pa- 
tients can be initiated in any state. 

2) Mentally ill tuberculous patients should 
be given all the advantages of present day 
treatment. 

3) Certain definite differences in the reac- 
tion of mental patients with tuberculosis have 
been noted and offer a fertile field for inves- 
tigation. - 

Cooperation and support for initiating and 
carrying out a similar program in other states 
can be obtained from the State Department — 
of Tuberculosis Control and the Tuberculosis 
Association if the problem is explained to 
them and their assistance requested. 

In the process of developing the program 
for the care of the mentally ill in West 
Virginia, a very welcome but not anticipated 
advance has been made in the field of mental 
hygiene. The members of the State Tuber- 
culosis Association have become interested 
not only in the mentally ill tuberculous pa- 
tients, but in the facilities and care provided 
for all mental patients. A number of both 
professional and lay groups has visited the 
hospital and has expressed a desire to assist 
and improve the standard of care in the state 
hospitals. | 
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Psychotherapy in Chronic Ulcerative Colitis 
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The practice of psychosomatic medicine is 
advancing from the academic, argumentative, 
speculative and theoretical stage into the 
factual field of responsibility for the care of 
the patient. In this progression toward re- 
sponsibility the clinical psychiatrist is en- 
countering problems of patient-management 
and the need to answer within himself the 
questions of how much responsibility he is 
prepared to assume. We have all accustomed 
ourselves to the toleration of the personal 
anxiety arising from the effective manage- 
ment of the disturbed psychotic, the suicidal 
individual and the potentially homicidal pa- 
tient, as well as the extraneous social dif- 
ficulties of many psychiatric patients but, 
as the clinical psychiatrist begins to merge 
with the internist and surgeon in the field 
of psychosomatic medicine, we find ourselves 
forced, at the bedside of the individual pa- 
tient to say, in effect, to our colleagues, “I 
am equipped to handle this part of the prob- 
lem only and I must coordinate with you in 
the total therapy of the case because I do 
not know enough of physiology or pathology 
or pharmacology to assume that part of the 
responsibility.”’ With this concept of the inte- 
grated team of medicine it appears increas- 
ingly possible to offer to the patient a greater 
chance of recovery than formerly obtained. 
The purpose of this paper is to attempt to 
illustrate how, in actual practice, this co- 
ordinate concept of therapeutic psychobiology 
may function. Chronic ulcerative colitis has 
been chosen as the disease process which 
most urgently requires such coordination. 

Chronic ulcerative colitis is a disease of 
the descending colon, occurring equally in 
both sexes and characterized, clinically, by a 
sudden onset of bloody diarrhea, nausea, 
fever, abdominal cramps and loss of weight. 
Examination usually reveals an individual of 
asthenic habits with a colon palpable along 
its entire length. Proctoscopic studies reveal 
a hyperemic mucosa of the sigmoid and de- 
scending colon spotted with small bleeding 
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ulcers and much mucous. Barium enema je. 
veals a pipe-like spastic colon lacking in the 
usual haustrations. Laboratory measures re. 
veal no known specific organisms in the Stool 
examinations, a moderate to marked secong- 
ary anemia of the blood-loss and iron ge. 
ficiency types and a moderate increase jpn 
leukocytes. The course is marked by continy- 
ing fluctuant fever, diarrhea, abdoming) 
cramps, marked anorexia and nausea. 
Bargan, et al, have studied this disease 
carefully, over a period of years, and, at first, 
believed it to be caused by a specific strep- 
tococcus but later concluded that it is dye 
to “emotional factors” which produce spasm 
and spotty ischemia of the descending anq 
sigmoid colon with resultant mucosal ulcera- 
tion and secondary invasion of the serosa, 
peritoneum and blood stream of the normal 
streptococcic and staphylococcic inhabitants 
of the lower intestines. Much study by psy- 
chiatrists has revealed a fairly definite per-y 
sonality type associated with the disease, 
Murray, who made some of the early studies 
of this condition, points out that these indi- 
viduals are generally of superior intelligence 
but are extraordinarily egocentric, overly 
sensitive, fearful and have a great need for 
love and affection with an idealistic, infantile 
concept of their love relationships and an 
easy defeatism. The disease is an extremely 
serious one with a mortality rate of 25 to 30 
per cent, difficult to treat both pharmacol- 
ogically and psychiatrically. Medical treat- 
ment must be focused on protein replacement 
and fluid-balance maintenance, combating 
the invasive organisms, usually with the anti- 
biotics and sulfa drugs and maintaining an 
adequate blood plasma concentration. 
Psychiatrically several difficult factors are 
encountered. Initially, the patient is usually 
very resistive to psycho-therapy, apparently 
because of his life-long characteristic of re- 
pressing his conflicts, but rather soon, in the / 
therapeutic relationship, will develop an in- 
fantile dependency on the psychiatrist which 
is just as pathological as his former perform- 
ance. The great difficulty observed in psycho- 














a) 








DISEASES OF THE 


1949 


therapy, however, is the patient’s marked 
tendency to relapse into an acute episode 
of bloody diarrhea and secondary fever when- 
ever one of his unresolved conflicts is brought 
out. This is an actual life-threatening pro- 
cess and illustrates the need for constant, 
consultive integration between the respon- 
sible physicians. 

The following case is presented to point 
out the evolution of this relationship: 

A 38 year old, white, married, college grad- 
uate and owner of a large department store 
was first seen in the fall of 1947. The internist 
was concerned because of the patient’s ap- 
parent addiction to Nembutal and, because 
of the presence of recurrent ulcerative colitis, 
which “is a psychosomatic disease and I fear 
is too deep-seated for me to handle” to quote 
the consultation request. 

The history reveals that this patient had 
been subject to a “nervous stomach,” all his 
adult life. At the age of 29, after a 3 months 
courtship he had become engaged to the 
youngest daughter of his employer, a wealthy 
business man in the patient’s home town. 
Immediately after the engagement was an- 
nounced, the patient ‘“‘went to bed for a week 
with nervous indigestion.” Three months later 
he married the girl and they went to Central 
America on their honeymoon, but had to 
return sooner than expected because of an 
attack of ‘‘aamebic dysentery.” It has not been 
possible to learn whether Endamoebae were 
found at that time. The patient recovered 
from this attack, but, within six months de- 
veloped a bloody diarrhea. This occurred at 
the time that his electric-appliance store was 
opened, his father-in-law being the sole owner 
and the patient having been installed as 
manager. A diagnosis of ulcerative colitis was 
made and the usual medicinal therapy was 
instituted. In addition, the patient was told 
by his physician, “You must never get excited 
and you must never miss a night’s sleep” and 
was started on Nembutal. He developed an 
almost infantile worship of this physician 
and “did everything he was told to do.” The 
attack cleared up and he had no further 
trouble. Four months later the war began 
and the patient was determined to get into 
the service. Despite the vigorous objections 
of his wife and her family, he applied and, 
to everyone’s surprise, was commissioned by 
the Navy in the Supply Corps. After indoc- 





Nervous SYSTEM 


trination, and Supply Corps School, he was 
assigned to a billet on the West Coast where 
he remained throughout the war. His wife 
and 2 children were with him and during this 
entire time he was completely free of symp- 
toms but carefully took his Nembutal every 
night. In early 1946, he was released to inac- 
tive duty and returned to his home only to 
find that his father-in-law had cancer of 
the colon and was dying. In the setting of 
re-opening his business and facing his father- 
in-law’s death, he “broke down” with ulcera- 
tive colitis six weeks after discharge and was 
hospitalized, during which time his father- 
in-law died. Our patient recovered and went 
along fairly well on a careful diet and pre- 
scribed physical routine. A year later, his 
own father became ill with a carcinoma of 
the stomach and the patient had to assume 
all the family responsibilities. His father was 
sick for some months and the patient became 
progressively more and more fatigued and 
finally decided to take a vacation. He visited 
Florida but six days after arriving developed 
a recurrence of his ulcerative colitis and had 
to return home to be hospitalized. Four days 
later his father died and he was unable to 
attend the funeral. From that point on he 
was a semi-invalid, having three more acute 
exacerbations of his condition. Psychiatric 
consultation was suggested at the third 
attack and accepted skeptically by the pa- 
tient with the expressed attitude “I’ll do 
anything to get over this disease.” : 

In this setting, the psychiatric treatment 
evolved. The patient, an egocentric, sensitive 
man was obessed with the need for making 
and holding friends and with asserting him- 
self with what he termed “masculinity.” To 
him, his mother, an indulgent “sweet” posses- 
Sive person was the epitome of womanhood. 
His wife stated “If I let him, we would go 
to visit his mother every day and she would 
teach me how to cook the things he likes 
and take care of his clothes the way he 
wants.” Neatness of dress and propriety of 
behavior were always uppermost in the pa- 
tient’s mind and he nagged his wife con- 
tinually about her dress, her housekeeping 
and her cooking. She, in turn had devel- 
oped an interesting counter-phenomena. Her 
father, an extremely aggressive paranoid 
industrialist, had wanted, above all to have 
a son “to carry on the name.” He was blessed 
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with three daughters. The oldest daughter, 
a schizophrenic, is able to state “My father 
was more like my husband than my father, 
he was the most perfect man in the world.” 
Our patient’s wife aggressively asserted her- 
self, fought with both her parents and refused 
domination in any sphere. Her reaction to 
her husband was to become obsessed with 
his illness and as he stated “I couldn’t get 
up in the morning without being greeted with 
‘How are your bowels. Did you have any blood 
in your stool. Don’t you think that you ought 
to go to the doctor and get some penicillin?’ ” 
There was a day and night campaign, re- 
inforced by his own mother and mother- 
in-law. 

In this somewhat frantic atmosphere, the 
patient was taking three to six Nembutals 
nightly and trying to install himself as the 
heir to his father-in-law’s mantle. Result: 
Bloody diarrhea, recurrent. 

As the patient began to talk about his frus- 
trations and anxieties in his family relations 
and, with reassurance and support, to dis- 
play his hostilities more openly rather than 
swallowing them, his symptoms abated and 
he was able to return home. The psycho- 
therapist, however, felt that more reorgani- 
zation than this was needed and the thera- 
peutic conferences began to focus on his own 
parent relationships. One day the patient 
told of his trip to Florida just prior to his 
father’s death and with increasing agitation 
spoke of his rationalizations and justifica- 
tions for making the trip. Suddenly, he got 
up, excused himself and went to the toilet 
where he had an almost hemorrhagic stool 
and went into shock. His blood pressure 
dropped to 60/40 and he was unconscious. 
He was hospitalized immediately and given 
two transfusions, followed by seven more at 
every other day intervals. It was during this 
period of hospitalization that the program 
with the attending internist was established. 
A page was borrowed from the book of child 
psychiatry and, at weekly intervals, extended 
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conferences were held with the attending 
internist, where the psychological] factors 
involved were carefully discussed ang an 
attempt at evaluation made. 

It was found that, as the patient brought 
out more material concerning his attitudes 
toward his parents that his anxiety woug 
become more overt and colon bleeding would 
occur, requiring transfusions and antibiotics. 
Several months of this continued and, as the 
patient continued to lose weight and to have 
almost continuous recurrences of his diarrhea 
a voluntary decision to redirect the therapy 
was made in order to save the patient's life. 
He was allowed to make his wife the Scape- 
goat. He berated her to the therapist, com- 
plained and nagged at her, but began tg 
improve. She was bewildered and confuseq 
but has gradually come to understand the 
situation. In this pattern, the patient has 
now been symptom-free for four months, 
has gained 25 pounds and feels himself to 
be, once again, the head of his house. Un- 
consciously, apparently, he has changed his 
subservient attitude toward his mother and 
has identified himself with his father. Per- 
haps the adjustment is not all that one would 
like but apparently he has conquered his 
disease. 

In summary, an attempt has been made to 
present a coordinate team method of ap- 
proach to the individual case responsibility 
of psychosomatic medicine. A secondary feat- 
ure also has been emphasized, namely, the 
necessity for maintaining a limited objective 
in psychosomatic medicine because of the 
grave possibility that psychotherapeutic pro- 
cedures may, of themselves, precipitate crises 
that can be lethal. With this in mind, it is 
urged that those of us who are attempting 
to penetrate the fascinating and challenging 
labyrinth of clinical therapy in psychosomatic 
medicine develop a close team-coordination 
with our medical colleagues in order that we 
can better treat the patient. 
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DISEASES OF THE NERVOUS SYSTEM 


Neurological Clinical Pathological Conference 
OF THE CINCINNATI GENERAL HOSPITAL 


CHARLES D. ARING, M_.D., Editor 
CASE NO. 240440 


Presentation 


A 20-year-old white woman was brought to 
the hospital by police ambulance on July 3, 
having been found unconscious at a local bus 
terminal. No pertinent information was ob- 
tained at the time of admission. The follow- 
ing day the patient’s father stated that she 
had left their home in Buchannon, West 
Virginia on July 2, intending to visit a friend 
in Cincinnati. He was unable to elucidate 
further. 

The patient had been working in a garment 
factory and had enjoyed excellent health. 
She had had 6 fractures during her life, 
frequently the result of minimal trauma, and 
all had healed rapidly. Between the ages of 
2 and 3 years she suffered occasional epi- 
sodes of unconsciousness associated with 
fever; however, no convulsive movements 
were described. When 12 years of age the 
patient complained of dizziness and fell while 
walking on the street. Consciousness was not 
lost although rhythmic opening and closing 
of the mouth was observed. 

A family history failed to contribute to an 
understanding of her illness. A sister died 
when 13 years of age, having suffered fre- 
quent convulsive seizures throughout her life; 
a paternal grandparent died of a stroke, and 
the patient’s mother was described as having 
blue sclera. 

At the time of admission to the hospital 
the patient was profoundly comatose, had 
Shallow, gasping respiratory movements and 
on one occasion vomited odorless, coffee- 
ground material. Careful examination failed 
to reveal evidence of trauma to the head 
except for slight edema without discoloration 
over the right zygoma and slight injection 
of the left tympanum in the region of the 
malleus. The pupils were 2 mm. in diameter 
and reacted minimally to light; the eyes 
roved independently of each other in slow 
nystagmoid movements, the right tending to 
deviate laterally; the sclera were moderately 
injected and had a bluish tint; the corneal 


reflexes were present. Fundiscopic examina- 
tion failed to reveal abnormality. The neck 
was supple although there was moderate re- 
sistance to extreme rotation of the head to 
the right. The extremities were flaccid; al- 
though spontaneous movements in the form 
of spasmodic jerks were observed in all. The 
deep reflexes were hypoactive; the knee jerks 
could not be elicited; the abdominal skin 
reflexes were present but diminished; the 
plantar responses were extensor. Slight flex- 
ion movements of both arms were produced 
with intense stimulation of the palmar sur- 
faces of the hands, the plantar surfaces of 
the feet or the supraorbital nerves. 

Following admission the patient’s condition 
remained essentially unchanged although she 
seemed to improve somewhat the first 24 
hours in that she moved all extremities and 
responded readily to stimulation. She was 
incontinent and on two occasions vomited 
dark brown material. There was no respira- 
tory embarrassment. Treatment consisted of 
general nursing care, frequent suctioning of 
bronchial secretions and intramuscular peni- 
cillin. On the evening of July 4, the patient 
suddenly became cyanotic and ceased to 
breathe although the heart continued to beat 
at the rate of 176. She failed to respond to 
artificial respiration and expired 35 hours 
after her arrival in the Receiving Ward. 

At the time of admission to the hospital, 
the temperature was 101 degrees F., the pulse 
rate 72, the respiratory rate 20 and the blood 
pressure 160/90. 

Laboratory Data: The admission examina- 
tion of the blood revealed 3,800,000 red cells, 
9 grams of hemoglobin and 20,750 white cells, 
80 per cent of which were neutrophils. Urin- 
alysis was normal except for a trace of al- 
bumin. Roentgen studies of the skull revealed 
fracture of the temporal end of the zygomatic 
arch with minimal distortion but no other 
evidence of fracture. The pineal gland was 
not visualized. 

The cerebrospinal fluid at the time of ad- 
mission was found to be grossly bloody and 
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under an initial pressure of 600 mm. of water. 
After 21% cc. of fluid had been removed the 
pressure measured 250 mm. of water, with 
further drop to 110 mm. after the removal of 
another 2% cc. On the following day the 
initial pressure measured 250 mm. of water. 


Differential Diagnosis 


Dr. Daniel Osher: The patient, a young 
woman in apparent good health, was suddenly 
stricken unconscious by an intracranial hem- 
orrhage. This much is obvious from the exam- 
ination of the cerebrospinal fluid which 
revealed marked increase in pressure and 
the presence of gross blood. What is not so 
obvious is the locale of the bleeding and 
its cause. 

The most common type of intracranial 
hemorrhage in a person in this age group is 
spontaneous subarachnoid hemorrhage due to 
a rupture of an aneurysm. The deep coma, 
dysconjugate eye movements, quadruplegia, 
fever and other signs, including the early 
death, all fit into the picture that may occur 
with this lesion. However, there are two 
points which are against this diagnosis. The 
first is the absence of stiff neck which occurs 
in almost 100 per cent of cases of subarach- 
noid hemorrhage. The second point is the 
marked drop in the cerebrospinal fluid pres- 
sure following removal of a small amount 
of fluid. This latter fact favors bleeding pri- 
marily into a part of the intracranial contents 
not directly connected to the ventricles or 
subarachnoid space; such as the epidural 
or subdural spaces or directly into the brain 
substance. 

At this point, I should like to rule out the 
possibility of the hemorrhage occurring pri- 
marily into the posterior fossa. It would take 
a massive hemorrhage in this region to give 
such a marked elevation of cerebrospinal 
fluid pressure and also the hemorrhage should 
have ruptured into the basal cisterns or the 
4th ventricle. These two facts are incom- 
patible with life for as long as this patient 
lived after the onset of the bleeding. It is 
said that intracranial hemorrhage rarely ever 
causes sudden death but massive hemorrhage 
into the posterior fossa will do just this. 
Therefore, I believe that the evidence points 
to a massive hemorrhage above the tentorium. 

In trying to narrow down the diagnosis 
further, I will have to bring in many fine 
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points to rule in or out a specific lesion and 
in doing so the final result will be almost a 
guess. Now guesses are not reliable factors on 
which to decide the fate of patients. No matter 
what my final conclusion may be, I belieye 
that it was imperative to give the patient the 
benefit of the doubt and do exploratory by, 
holes in order to rule out a surgically amep. 
able lesion. 

This patient had evidence of trauma jp 
the edema over the right zygoma and roent. 
gen ray evidence of fracture of the 2zygo. 
matic arch. This of course focusses attention 
on the possibility of an epidural hemorrhage, 
There was no fracture line seen in the courge 
of the middle meningeal artery but epidura 
hemorrhages are known to occur in a fajr 
number of cases without fracture. In these 
patients the bleeding may occur from the 
middle meningeal artery or from torn veins 
or venous sinuses. Classically, one gets injury 
with loss of consciousness from the concus- 
sion, followed by improvement in the state 
of consciousness, the “lucid interval,” ang 
then a deepening coma with paralysis usually 
contralateral but occasionally ipsilateral, and [ 
unequal pupils with the dilated one usually 
on the side of the lesion. The epidural bleed- 
ing does not get into the cerebrospinal fluid, 
but concomitant subarachnoid bleeding may 
occur due to brain contusion. 

In this patient, we do have evidence of 
trauma, but apparently it was minor trauma 
which brings us to a discussion of the condi- 
tion known as blue sclera. Blue sclera occurs 
as an hereditary anomaly best characterized 
as a faulty or underdevelopment of the | 
mesenchymal tissues. It is transmitted asa | 
dominant characteristic and results in a clas- 
sical triad of symptoms. First and universal 
are the blue sclerae, a china blue coloring 
of the whites of the eyes due to a thinning | 
and transparency of the sclera allowing the } 
choroid pigmentation to shine through. Sec- 
ond and most important is a condition know 
as osteogenesis imperfecta or “brittle bones.’ 
These people have thin fragile bones with 
dense brittle cortices that break under min- 
imal stress or trauma. The fractures usuallj 
heal well and some of these patients have 
literally hundreds of fractures during thelt 
lifetime. This brittle condition may persis 
throughout a normal span of life but often 
stops after the person matures. The thitd 
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classical symptom is deafness which usually 


does not appear until later in life. In addi- 
tion, blue sclerotics are often slight and short 
and may have deformities due to union of 
fractures in poor position. They have lax 
joints with frequent sprains and dislocations. 
I could find no reports of the association of 
this anomaly with neurological or vascular 
defects. Thus this girl may have fractured 
her zygoma just from falling to the floor 
after being stricken unconscious. A more 
severe head injury would most likely have 
produced skull fractures, lacerations and more 
severe bruising of the scalp, all of which she 
did not have. The equal pupils and quadrup- 
legia are also unlikely in epidural bleeding 
put of course may occur due to secondary 
brain stem compression and decerebration. 
Thus I believe an epidural clot is unlikely. 

Acute subdural bleeding is usually associat- 
ed with some head injury which of itself is 
often of little significance, the patient’s 
course being more dependent on the asso- 
ciated brain dysfunction. 

The only other place for the hemorrhage to 
have occurred was into the cerebrum itself. 
Probably the minimal evidence of trauma was 
not the cause of such hemorrhage. In addi- 
tion to extravasation of blood into the ven- 
tricles she had evidence of upper brain stem 
compression due to the sudden increase of 
supratentorial pressure and herniation of 
cerebral substance through the tentorium. 
If this patient had been older with evidence 
of hypertension or cardiac disease, she may 
have been considered as an ordinary case of 
massive cerebral hemorrhage. In our patient 
the only clues of pre-existing brain disease 
are the spells of unconsciousness occurring 
early in childhood and the seizure-like epi- 
sode at the age of 12 years. She had a sister 
who had convulsions and died at the age of 
13 years. These meager points are the only 
evidence I have that might point to an etio- 
logic basis for the hemorrhage. 

Congenital vascular anomaly such as an- 
gioma may occur in families and is often 
associated with convulsions. They may term- 
inate in a massive, fatal hemorrhage. Port- 
wine nevus of the face was not reported; 
neither were there laminar calcifications in 
the brain, but these findings are not essential 
to the diagnosis. Also no vascular anomalies 
were noted in the eye-grounds. Thus with 
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some trepidation I make the diagnosis of 
massive intracerebral hemorrhage probably 
deep in the substance of the brain with rup- 
ture into the ventricles caused by rupture of 
a congenital vascular anomaly, either an- 
gioma or aneurysm. 

Dr. Harry M. Salzer: She may have had a 
secondary lesion in the brain stem as a result 
of something located supratentorially. 

Student: Why do you think the patient 
should have had exploratory burr holes? 

Dr. Osher: I have given up the feeling that 
I have enough diagnostic ability to deny a 
patient the chance provided by the making 
of burr holes. I have made mistakes in both 
directions, but obviously it is better to do 
unnecessary but harmless trepinations than 
not to do them and by this mistake in judg- 
ment deny the patient the chance at living. 
In my discussion I prefaced my differential 
diagnosis by saying that I would have done 
burr holes in this case. 


Discussion of Pathology 


Dr. Murton Shaver: Over the outer surface 
of the dura on the right side there was a 
large adherent blood clot measuring 3 inches 
in diameter and % of an inch in thickness. 
This was moderately adherent to the dura 
and was located over the infero-lateral por- 
tion of the right cerebral hemisphere. Cor- 
responding to this accumulation of blood 
clot, the right cerebral hemisphere presented 
a large indentation in the inferior portion of 
the hemisphere overlying the posterior fron- 
tal, and the parietal and temporal lobes. 
There was flattening of the gyri over-both 
cerebral hemispheres, most marked in the 
right frontal region. There was a moderate 
herniation of the right posterior frontal area 
beneath the falx and toward the left. There 
was a moderate herniation of the left hip- 
pocampus as demonstrated by indentation 
of the brain by the tentorium. A herniation 
of the left cerebellar tonsil was also present. 

Vertical sections through the cerebral 
hemisphere and through the brain stem and 
cerebellum showed only a moderate shifting 
of the anterior midline structures. There 
were a number of small petechial hemo- 
rrhages scattered around the third ventricle 
and aqueduct. 

Sections removed from the right frontal 
cortex for microscopic examination showed 


89 








DISEASES OF THE NERvous SYSTEM 


a slight accumulation of red blood cells in 
the subarachnoid space and a generalized 
widening of the perivascular and pericellular 
spaces. There was vacuolization of the white 
matter which was rather marked in all sec- 
tions examined from this brain. 

Cresyl-violet stains demonstrated marked 
swelling of the oligodendroglia in the white 
matter and some satellitosis in patchy areas 
in the cortex where acute degenerative 
changes were found in occasional groups of 
nerve cells. No perivascular hemorrhages were 
seen. There was no overgrowth of astrocytes 
or histiocytes. 

Sections through the upper pons revealed 
only occasional small perivascular hemo- 
rrhages in the peduncles and tissue adjacent 
to the third ventricle. These were not ac- 
companied by perivascular inflammatory cell 
infiltration. Here again following a patchy 
distribution, some of the nerve cells showed 
acute changes of a degenerative nature and 
some of the cells appeared to have fallen out. 
Satellitosis appeared rather frequently in 
some areas. There was a marked loss of nerve 
cells in one red nucleus. Sections through 
the lower pons showed a similar picture; here 
the number of hemorrhages was exceedingly 
small while in patchy areas the acute swelling 
and chromotolysis of the nerve cells were a 
more marked feature. Sections through the 
medulla revealed similar changes in the nerve 
cells of the various nuclei with satellitosis 
but little neuronophagia. No perivascular 
hemorrhages were seen. 

Dr. Osher: At the time of autopsy, was 
bleeding from the dural sinuses or middle 
meningeal artery recorded? 

Dr. Shaver: No, although this extradural 
hematoma may well have arisen from venous 
bleeding. 

In summary, the pathological findings are 
right epidural hematoma (post traumatic) 
with cerebral edema and congestion. In many 
of these cases of cerebral compression we are 
accustomed to finding numerous hemorrhages 
scattered through the brain stem. We con- 
sider that when these have occurred the 
changes are irreversible. This is a case in 
which death was not associated with any 
marked degree of hemorrhage in the brain 
stem and probably many of the histologic 
changes noted were reversible up to some 
time shortly before death. In such a case, 
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operation might be life-saving, even when 
signs of midbrain and brain stem lesion exist, 

Additional findings included a fracture of 
the left temporal bone which was demon- 
strated on the roentgen films and an early 
pneumonia which was not yet well establisheg. 


Clinical Diagnosis 


Subarachnoid hemorrhage from ruptureg 
aneurysm, right middle cerebral artery. 


Doctor Osher’s Diagnosis 


Massive intracerebral hemorrhage, ruptur- 
ing into the lateral ventricle. 


Anatomical Diagnosis 


Right epidural hematoma (post traumatic) 
with cerebral edema and congestion. 

Dr. Joseph P. Evans: It is necessary to re. 
cognize the fact that in cases associated with 
intracranial bleeding, signs and symptoms 
do not remain static. The patient must be 
followed closely and suitable measures of 
treatment instituted to meet the situation as 
it changes. During this patient’s course in 
the hospital the clinicians were not impressed 
with the evidence of trauma, and did not ask 
for trepinations of the skull. Exploratory 
trepinations should be done if there is any 
question as to the presence of an extradural 
or subdural hematoma. This is one of the 


lessons that we learn from cases such as | 


these. 


Dr. Kurt Tschiassny: Were there no find- 


ings in the bone to confirm the diagnosis of 
osteogenesis imperfecta? 

Dr. Shaver: No sections of bone were ex- 
amined. 

Dr. Osher: This points a good lesson that 
diagnosis consists of something besides more 
or less accurate guessing. I believe one should 
lean toward trephinations when in doubt in 
such cases. If the patient is watched closely 
and continues to improve, then it is probably 
safe to defer operation. Thus in patients with 
subarachnoid hemorrhage burr holes are 
rarely done because these patients do im- 
prove as a rule; however, one must watch 
the patient almost from minute to minute 
to see change in either direction. This wo- 
man did show some improvement on the first 
morning after admission, but the subsequent 
worsening of her condition was a vital clue 
to the correct diagnosis and therapy. 
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One-Inch-From-Victory Disappointments 


EDMUND BERGLER, M.D. 
New York, New York 


A patient, a young writer, complained 
bitterly of a specific type of disappointment 
which he called a “one-inch-from-victory 
defeat.” This is what he said: 

“I don’t mind accepting defeats and dis- 
appointments according to the law of aver- 
ages. I am accustomed, to disappointments 
in the ratio of 1 success to 10 defeats. I am 
not naive enough to believe that a more 
favorable ratio can be achieved. What gets 
me, however, is a specific type of failure: 
where all preliminary agreements have been 
concluded, success is in sight, everything is 
settled, but—at the last minute—some sense- 
less obstacle throws a monkey wrench into 
the whole deal. I cannot help thinking of 
the words I put into the mouth of one of my 
characters: 

“‘Tife consists of defeats and moderate 
successes. The most painful defeats are those 
which come to us at the last second, at a 
time when success seems already certain. You 
have a pearl necklace in your hands, the 
chain breaks, one pearl is lost. You look for 
the missing gem on your knees. Finally you 
are caught kneeling by a malicious onlooker, 
the missing pearl is not to be found, and, 
in your humiliation, you throw the other 
pearls before swines.’ ” 

In analyzing those last-second defeats, one 
has to distinguish between three types of 
obstacles: 

(1) those unconsciously self-provoked. 

(2) those produced by the neurotic tenden- 

cies of the second party in the deal. 

(3) unfavorable external circumstances. 

Let us examine clinical examples. 

The above-mentioned writer submitted a 
book through an agent to a publishing house. 
The book contained an idea, later stolen by 
another older and more established author. 
My patient had created a character in a 
previous book and the present book was a 
continuation of the theme. The first work 
had been poorly received by the public and 
critics alike, but the older author had plag- 
iarized from it. “By chance,” the presump- 
tive publisher was the same man who had 





published the competitor’s books, and adver- 
tised them at great expense. The publisher, 
who was not too discerning, was interested 
in the book until a professional reader in 
the firm discovered the “similarity.” Then, 
of course, the book was rejected with some 
righteous excuse to hide the fear of a plag- 
iarism suit. My patient was furious, indulged 
in orgies of hate and self-pity, proving to 
himself the injustice of “being both plag- 
iarized and penalized.” It did not even occur 
to him that his defeat could have been pre- 
vented by avoiding that particular publisher. 
He claimed that his agent submitted the book 
without informing him; he heard the news 
only later. Asked why he did not take back 
his book from that publisher, he answered 
that he had toyed with the idea for a few 
seconds. 

Finally, this writer damaged himself even 
more than he had through the lost oppor- 
tunity. The publisher started a whispering 
campaign. He had obviously checked the im- 
plication of plagiarism and found it con- 
firmed. My patient refused to sue because 
he said he did not want to increase the 
number of “crackpots of paranoiac colora- 
tion” who constantly claim being plagiarized. 
To increase his troubles, the agent became 
suspicious—for who wants to get involved in 
claims and counterclaims of plagiarism? 

In contrast to this example of uncons- 
ciously self-constructed disappointment, is a 
case in which the victim was just the in- 
nocent victim. Let us remember that “two 
people” frequently means “two neurotic peo- 
ple.” I quote this patient: 

“T invented and patented a new device use- 
ful in a specific industry and am looking for 
a manufacturer and distributor. I cannot 
overcome the feeling of frustration connected 
with the preliminary discussions. The major- 
ity of the manufacturers I have contacted 
behaved as though their enthusiasm for its 
financial possibilities would result immed- 
iately in a life-long contract. But this never 
happened. In a number of instances we were 
only a few seconds from signing the contract. 
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It is as if these people were teasing me. The 
let-down is terrific. All this could be avoided 
by a more cautious attitude on their part.” 

Analysis of that man proved that he could 
not accustom himself to the last-second dis- 
appointment, although he logically under- 
stood that his opponents’ indecisions were 
neurotic. Since he experienced frequently 
enough this “last ditch resistance,” as he 
called it, without acquiring a thick skin, he 
too was neurotically involved. He proved to 
me with great skill that he was not respon- 
sible for the indecision of his opponents. 
He proved furthermore that he had no part 
in choosing or rejecting those people. He 
started conferences with any person showing 
interest in his invention. All this was quite 
true, but beside the point. It did not answer 
the question of why he felt the let-down so 
intensely, especially when the disappoint- 
ment came after a period in which the whole 
problem seemed to be definitely settled in 
his favor. 

Only for the purpose of completeness am 
I mentioning a third type of last-second dis- 
appointment where external events exclus- 
ively are responsible, i.e. war, scarcity of 
materials, labor shortage, etc. 

Overlooking the one-inch-from-victory de- 
feats, we have, of course, to make allowances 
for a certain amount of disappointment, ac- 
companying every non-fulfillment of aims. 
These patients specifically stressed that the 
most painful part of the disappointment was 
intimately connected with the fact that the 
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timing was so inopportune, when they be. 
lieved victory and success already achieveg. 
Adult people take such possibilities into con- 
sideration and don’t pin their hopes to ep. 
thusiastic assurances. Life experience pro- 
vides us, tax free, with a certain amount of 
skepticism as antidote for last-second-qis. 
appointments. 

The answer is to be found in the neurotic 
optimism. Neurotic optimism is a favorite 
technique of psychic-masochists. Inwardly 
these people have a somewhat pessimistic 
approach to reality. They expect defeat, even 
enjoy it unconsciously. The superficial optim. 
ism is just an ingenious device of increasing 
the masochistic stakes. The greater the dis. 
crepancy between the high pitched hope ang 
the final disappointment, the greater the 
final depression. 

The poet Hawthorne once uttered the die. 
tum: “Life is made up of marble and mud.” 
(“The House of Seven Gables,” Ch. 2). The 
question of quantitative distribution of both 
ingredients was not mentioned by him. If we 
enlarge on his observation and say that life 
consists of a great amount of mud and qa 
very small marble niche, we come nearer to 
observable facts. The not too neurotic per- 
son, sometimes euphemistically called normal, 
is well aware of these facts. Only the neurotic 
seeker of disappointments overlooks exper- 
ience to dwell upon his enlarged disappoint- 
ments. In this he is helped by the neurosis 
of his fellow neurotics. 

251 Central Park West. 
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